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Special Enrollment Provisions

Defined: The federal law, HIPAA, allows employees and dependents
to enroll in coverage under certain conditions outside the annual

Open Enroliment Period.

things you should know about
Special Enrollment
Provisions

No

TN



Life Events

- Life Events are qualifying events that result in adding
dependents that are newly eligible. Examples:

- Marriage Event
« Birth/Adoption




Special Qualifying Events

Enroliments that are a result of loss of coverage under another plan:

TN

b

Death of

Spouse

Termination
of Spouse’s
employment

Loss of
TennCare




What Forms to Submit?

* Enrollment Change Application: This form should be
used to enroll or make changes to coverage.

« Cancel Request Form: This form should be used to
terminate coverage.

« Both forms list life event reasons and special
gualifying event reasons because the employee is
permitted to enroll or cancel under these provisions.

* When enrolling an employee or dependent due to a
SQE or Live Event the application must be
submitted within 60 days of the event.
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Old vs. New: Enrollment Change Application
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Old vs. New: Cancel Request Form

PARTHERS
FOR HEALTH

539981 « L 615741 5196

312 Rosa L Parks Avenue, 198 Floor « Naadwille, TN 3724) « 80

PART Y

et 15 Canoe J ok vau U;'Tl J.’I _]»

verage On the parcpant(y below due 1o

PARTICIPANT(S) CANCELING COVERAGE (ATTACH A SEPARATE SHEET IF NECESSARY)
Ursamedic Jrsanep cre Lrsasmmed U vorotary 080

w
o Aeason marked in Part 2 below

(J Prenald dertat no participasng general dentiat within & £0-mie radius of my home [skip Parts 2 and § blow

() Duabitey: requres 30 days advance writsen notice {iip Parts 2 and 3 below

:]fm:hw _] Spouse :] Hren) (mames

VYou and/or your dependents) muy only Cancel Coverage under The sLate grovp INSUTance program during the annusl orvoliment penod except for one

of the following events. INote STD andvor LTD may be canceled during the year for any rexion

1. You and/er your dependentis) may cancel coverage If you lose eligibiiny or qualtfy 10 cancel for ane of the reasons Rited betow. Oniy persont whe
0 days from & quatying event 10 sebemit documentation.

quaify may cancel You have
1 Venroled in the prepad dental 0ption and there s nC ParIKipating genersl dentist within  40-endle radius of your home. The coverage end date

will be the Lest day of the month that this form is received by Senefits Admmatration

The purchate of & peivate policy It not 3 ressce for cancellation of this coverage. Submit all documents 1o your agency benefts cocedinatos

| DOCUMENTATION REQUIRED
Copy of martiage corvficate
proof of other coverage e #

—_—
vorCe decree o legal paperwork igned by judge and
ADCve

009 WEAIUON. arved men!

’J Bath, adoption placement for adoption Py of irth Cartificate of adopnioe dacuments and prool of cther Covenage luee 11
wove)

}

J Death of 1poute. dependers

u New empioyrwnt, return from unped wave, Cunge
from part time to full time empioyement (1pcune or

B

J Entlement to Medicare. Med caid TRICARE

Copy of death cermfcate

Letter on empioyer's company letterhesd Certifyng date of waurance eligbdiny, dute of
retum from unpaid leave or charge In employment status

Letrer of eraiiernent froen Medicare, Medicald o TRICARE or cogy of new D cad

_] Court Gecree or order Copy of court decree or order signed by judoe
} 4

_] Crpen & £0 lement efter, 00 COmMPany keMermead. certdyng date of elgbiity for Other coverage
}

J A change In your place of revidence or workplace out of | Letter stating date of location change with member’s new addiess
the national service aree (e, move out of the U S

{
() Markerplace Envollment | 1ot that | am encolied of inter woll in the Marketplace |

3~ REQUESTED C

RAGE END DATE

The coverage end cate may v a5t day of the month prior 10 the ehgbility date of other

w1 be ‘
coverape of the last day of the monsh that the event octurred

TN
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STATE OF TENNESSEE GROUP INSURANCE PROGRAM

INSURANCE CANCEL REQUEST APPLICATION

State of Ternessoe « Department of Finance and Administzation - Benefits Administration
312 Rosa L Parks Avenue - Sulte 1900 « Nashvilie, TN 37243 « Fae 615.741 8196

PARTNERS
FOR HEALTH

FOR EMPLOYEE

Edacn D Employer Group: _JUT  _JTER  _JState
- loalid _Jlocal Gov

PARTICIPANT(S) CANCELING COVERAGE (attach a separate sheet if necessary)

PART Y

1am mquesting to cancel J medial _J dental ] vision coverage on the participan(x) listed below due to
Bocoming newly eligible for other coverage (mark reason in Part 2 below)

—
Prepad dental only. no partcipating genaral dentist withun 40 mies of my home Ghip Parts 2 and 3 below)

o | Employee o | Chid (provide rame)

- | Spoue - | Child (provide name)

You and/or your dependent(s) may only cancel coverage under the state group Imurance program dunng the annusl envoliment transfer
period except for one of the lollowing everns
1. o you and/or your dependent(s) become newly elighie for coverage under another plan (proof is required and only the individual
or indeviduals who become newly eligible for other coverage may cancel) You have 60 days froem the date that you andi'or your
dependent ) become newly ebgble for coverage 0 subme documentation
2 ff ervolied in the propaid dental option and there & no participating general dentist within a 40.mie radius of your home. The coverage
end date wil be the last day of the month thae the foem s submitted to Benefits Adminustration

The purchase of a private policy is not 3 reason for cancellatio bemut 3l docuenes y benefits cocedinator

PART 2 — REASON PARTICIPANT(S) MAS BECOME NEWLY ELIGH UNDER ANOTMHER PLAN
REASOM DOCUMENTATION REQUIRED
- Marriage Copy of marriage certificate and proof of other coverage lvee #1 sbove)

Adoption / placerment for adoption

(a Now employmant (se spouse or dependenn)
| Retum from unpad leave

Copy of adoption documents and proof of other coverage (see §! above)

Letter, on company letterhead, from empioyer certfying date of eligibiny

Letter, on company letterhead, from employer certifying date of retwrn from
urgad wave
Letter of entitlerment from Medicare, Medicad or TRICARE or copy of new 1D card

Entitlement 1o Modicare, Medicaid or TRICARE

—
_J Beth Copy of birth certéicate and prool of other coverage (see #1 3bove)
2] Drvorce or legal sepanation Copy of divorce decree or logal separation paperwork signed by judge and proof
of cthar coverage (s #1 above
Court dacree or order Copy of court decree or order signed by judge
- Open envoliment Letter, on company letterhead, certifying date of elgbiiny for other coverage
- Achenge in your plac of residence or workplace out | Letrer stating date of location change with members new address
of the natioral servic La, move out of the US.
- From part-time 10 hull-time employment (spouse o Lattar, on company lettarhaad from employer centifying changs in status

dependent)
Marketplace Ervoliment

attest that | am ervolled or intend to envoll in the Marketplace

PART 3

REQUESTED COVERAGE END DATE
The coverage end date may ether be the last day of the manth pror 1o the ehgbilny date of
other coverage or the last day of the morth that the event ocourred

Lant day coverage 1o be active (menyddlyy)




Questions?

b
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